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Background. While community health workers 
(CHWs) are increasingly being used as a strategy for 
increasing health care access, particularly in rural 
communities, interventions are needed to improve 
their skill sets in inspiring health behavior change, 
both for themselves and among their community cli-
ents. Self-management (SM) education interventions 
have shown to improve health behaviors and well-
being. Purpose. This article reports on systematic, 
in-depth interviews conducted with rural CHWs in 
South Africa to understand (1) their motivation for 
participating in SM training, (2) skills gained from 
training and (3) perceived impact of training on CHW 
health behavior, both personally and as health pro-
fessionals. Method. Nineteen rural CHWs who com-
pleted an SM training participated in face-to-face 
semistructured interviews. Transcripts were indepen-
dently coded by two researchers using the thematic 
framework approach. Findings. CHWs felt empow-
ered to change their health behavior by skills such as 
goal setting and action planning, and by growth in 
self-awareness and confidence. They expressed that 
their desire to help others motivated them to partici-
pate in SM training. Conclusion. SM training pro-
grams that address practice skill gaps hold promise 
in producing health behavior changes for rural CHWs 
and their clients.
Keywords: self-management; community health 
worker; health behavior; rural commu-
nities
>>Background
Many countries in developing regions are dealing 
with critical shortages of health professionals (Connell, 
Zurn, Stilwell, Awases, & Braichet, 2007; World Health 
Organization, 2006) while experiencing high disease 
rates (Peters & Kayne, 2003; Scheffler, Liu, Kinfu, & Dal 
Poz, 2008). Africa, for example, has only 2% of the 
global supply of doctors, yet endures 24% of the global 
burden of disease (Frontières, 2007; Scheffler et  al., 
2008). Rural, resource-limited communities are dispro-
portionately affected by complex conditions such as 
general poverty, underdevelopment, fragile health sys-
tems, and poor resource management that impact pop-
ulation health outcomes (Caprara, Mati, Obadare, & 
Perold, 2013). Governments around the world, espe-
cially in low- and middle-income countries, are inten-
sifying their efforts in training and deploying 
community health workers (CHWs) to mitigate this 
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health human resource crisis. CHWs are lay people 
who live and work almost exclusively in the communi-
ties they serve. They perform multiple functions, 
including patient and community education, decreas-
ing cultural, linguistic and literacy barriers, linking 
people with community resources, facilitating patient 
communication, and adherence to care (Brownstein 
et al., 2005).
To our knowledge no study has focused on the self-
management health behavior change needs of CHWs. 
Most studies and reviews have examined the role of 
CHWs as interventionists in the prevention and man-
agement of a variety of chronic conditions, and the 
success of CHW programs (Brownstein et  al., 2005; 
Norris et al., 2006; Saprii, Richards, Kokho, & Theobald, 
2015), but the role of CHWs as interventionists and the 
success of their programs may depend on the health 
profiles of CHWs. Generalizations about the health pro-
file of CHWs are difficult because CHWs can be men or 
women, young or old, literate or illiterate, poor or not 
poor. Nonetheless CHWs in resource-limited communi-
ties are likely to be poor themselves, and are also likely 
to be of poor health. Particularly in rural areas, CHW 
programs have had mostly limited achievements 
because of lack of ongoing training and supervision, 
transportation, and support (Baptistini & Figueiredo, 
2014; Saprii et al., 2015). For example, when training is 
provided, it is usually short and limited in scope com-
pared with the range and magnitude of health care 
challenges CHWs face both at individual and commu-
nity levels. CHW pre- and-in service training studies in 
sub-Saharan Africa and South Asia have shown incon-
sistencies in the types of training, use of training mate-
rial, depth of training, and cultural competencies of 
trainers (Kumar, Nefdt, Ribaira, & Diallo, 2014; Redick 
& Dini, 2014). Despite the increased reliance on CHWs, 
research has shown that CHWs are not effectively 
trained, remunerated, or retained (Redick & Dini, 2014). 
While this is a global problem, in this article we high-
light rural South Africa as a case in point.
In 2010, South Africa’s national Department of 
Health launched the reengineering primary health 
care initiative that uses CHWs to support a preventive 
and health-promoting strategy for primary health care 
(Austin-Evelyn et  al., 2017; Nxumalo, Goudge, & 
Manderson, 2016). In this model, CHWs in South 
Africa provide integrated health and social care to 
households and form the “links” and “ bridges” 
between health and social care providers and poor 
communities (Nxumalo et  al., 2016). Given South 
Africa’s limited resources and its quadruple burden 
of disease (Mayosi et  al., 2012) the need for cost-
effective strategies such as the deployment of CHWs 
cannot be overemphasized. The current growth in the 
deployment of CHWs as an intervention to close the 
workforce gap and improve equitable access to care 
and health outcomes (Norris et al., 2006) must be sus-
tained to meet the health needs of rural communities.
While increasing attention is being paid to training 
that improves CHW service delivery, little is being 
done to improve the health status of CHWs. Aligning 
CHWs’ skills with appropriate tasks, providing ade-
quate initial and continuous training, flexible work 
schedules, realistic expectations of work activities, and 
encouraging goal setting are all integral factors to effec-
tive CHWs well-being and service delivery (Meister, 
Warrick, De Zapien, & Wood, 1992).
Self-management (SM) is a promising approach to 
modifying health behaviors to improve health outcomes 
of CHWs. SM has been defined as collaborative effort 
between the individuals, families, and health care pro-
fessionals to manage symptoms, treatments, lifestyle 
changes, and psychosocial, cultural, and spiritual con-
sequences of health conditions (Richard & Shea, 2011). 
Based on the social learning theory, SM emphasizes the 
expectations a person has about being able to achieve a 
specific behavior. This sense of self-efficacy influences 
success in initiating a new behavior (Bandura, 1977). 
Self-efficacy can be improved through strategies such as 
skills mastery, modeling, alternate explanations for 
physiologic symptoms, and social persuasion (Lorig & 
Holman, 2003). Mastery of a new behavior in turn gives 
individuals more motivation and confidence to change 
other health behaviors (Goetzel & Ozminkowski, 2008). 
Behavioral activities such as specific goal setting, con-
tracting, and more personalized and consistent behavio-
ral feedback mechanisms have been shown to be more 
effective in improving health behaviors than cognitive 
strategies such as health education and awareness cam-
paigns (Goetzel & Ozminkowski, 2008). SM has been 
validated in numerous studies among clients with 
diverse chronic health problems such as asthma, hyper-
tension, diabetes, arthritis, and a host of other condi-
tions (Steinsbekk, Rygg, Lisulo, Rise, & Fretheim, 2012).
The three core tasks of SM include the medical man-
agement of the condition, behavior management 
including changes in roles brought on by the illness, 
and emotional management (Lorig & Holman, 2003). 
SM training provides skills that support individuals to 
define a goal, develop an action plan to address that 
health goal, and build skill and confidence in manag-
ing personal health needs to meet that goal.
Act Healthy is a program developed to make self-
management practices flexible and accessible in diverse 
work environments (Schopp, Bike, Clark, & Minor, 
2015). Inspired by the more extensive chronic disease 
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SM program developed at Stanford University (Lorig & 
Holman, 2003), Act Healthy groups meet in the work-
place or other environments for 50 minutes once a 
week as part of a 6-week series, co-led by trained cow-
orker volunteers. Group meetings focus on defining a 
health goal, developing a weekly action plan, reporting 
on the previous week’s action plan, problem solving to 
create an action plan the participant is confident in 
achieving, and sharing health resources.
This article reports on systematic, in-depth inter-
views conducted with rural CHWs in South Africa who 
participated in Act Healthy to understand (1) their 
motivation for participating in SM training, (2) skills 
gained from training and (3) perceived impact of train-




Two rural communities were selected that are repre-
sentative of the overall rural population of South Africa’s 
Western Cape. The first community, Genadendal, has a 
population of 5,663, of which 94% were “Colored” and 
3% “Black” as defined by the South African govern-
ment—representing two of the most disproportionately 
affected populations in South Africa (Western Cape 
Government Provincial Treasury, 2015). Seventy-four 
percent of the population does not have Internet access, 
28% have no indoor plumbing, and 68% live on an aver-
age monthly income of R3,200 (U.S. $250). This commu-
nity is served mostly by CHWs from a local small 
nonprofit organization. The second community, Greyton, 
has a smaller but more diverse population of 2,779 of 
whom 69% are described as Colored, 24% White, and 
5% Black (Western Cape Government Provincial Treasury, 
2015). Community resources in Greyton include a public 
library, two public primary schools, churches, an inde-
pendent senior living complex, grocery stores, hotels/
lodges, restaurants, and pharmaceutical shops. Greyton 
is served mostly by CHWs from the Red Cross.
These two communities were purposively selected 
based on the researchers’ prior knowledge working in 
the communities and a request by the Red Cross admin-
istrator to provide training targeted at giving CHWs 
skills that help reduce their vulnerability as commu-
nity care providers.
Participants and Recruitment
The target population was a purposive sample of 
20 CHWs who participated in the Act Healthy SM 
training in two communities in the Western Cape 
Province of South Africa. Of the 20 invited to take part 
in the study, 19 (95%) elected to participate, and 
inclusion into the study was based on availability and 
willingness to participate in training and posttraining 
interviews. As semistructured interviews were the 
chosen data collection method, the researchers deemed 
this sample size sufficient to ensure data saturation. 
Additionally, the directors of the two local NGO CHW 
employers also consented to the interview, making the 
total number of interview participants 21 (19 CHWs 
and 2 administrators). None of the participants received 
compensation for participation. All participants were 
Afrikaans with some high school education, Grade 12 
(6), Grade 10 (3), and Grade 9 (10). All participants, 
except for one, were women (Tables 1 and 2).
Data Collection
Semistructured interviews with CHWs (approxi-
mately 25-30 minutes in duration) inquired about their 
motivation for participating in SM training, what they 
learned from the training, and the impacts of this newly 
acquired knowledge and skills on their own health 
behavior and on the care they offer to their clients. CHWs 
who agreed to participate scheduled a time to meet with 
one of the researchers at their workplace or a neutral 
TaBle 1
Participant Sociodemographic Information
Characteristic (n = 20a) n (%)
Gender  
 Malea 1 (5)
 Female 19 (95)
Ethnicity  
 Colored (per self-designation) 20 (100)
Hours worked per week  
 <20 3 (15)
 20-29 10 (50)
 30-39 2 (10)
 40+ 5 (25)
Education status  
 Some high school or less 14 (70)
 Finished high school or more 6 (30)
Age, years, M (SD) 40.0 (10)
Employment duration as CHW, years, M (SD) 7.27 (2.62)
NOTE: CHW = community health worker.
an = 20 includes the male CHW who did not interview. However, 
he participated in the training and completed the demographic 
survey.
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location recommended by the participant. All interviews 
were audio recorded and transcribed verbatim.
Analysis
Interview data were analyzed using a thematic 
analysis (Braun & Clarke, 2006). Two of the authors 
met to discuss and familiarize themselves with the 
content of the first five interview transcripts and to 
develop a coding scheme. The coding scheme started 
with identifying skills developed during SM training 
(Corbin & Strauss, 1988; Lorig & Holman, 2003). 
Inductive analysis was used to identify new themes 
and expand on subthemes related to SM skills. After 
the two authors reviewed five transcripts together, 
both reviewed the rest of the interviews to code the 
data based on the developed coding scheme. Finally, 
two of the coauthors reviewed the final coded tran-
scripts together to verify complete and reliable coding 
and resolve areas of disagreement. Transcripts and 
codes were entered into NVivo 11 for further analysis.
>>reSulTS
Findings are presented under three broad themes: (1) 
motivation for participating in training, (2) skills gained 
from training, and (3) perceived impact of training on 
CHW health behavior. Illustrative quotes were used on 
each theme to substantiate key experiences shared by 
multiple participants. Table 3 provides more quotes.
Motivation for Participating in Training
Desire to Learn and Help Others. People may be moti-
vated by internal (curriculum context, activities during 
training etc.) and external (incentives, being away from 
work, etc.) factors. Most CHWs were motivated to par-
ticipate in SM training mainly because they wanted 
knowledge and skills to better care for themselves and 
become better caregivers.
Because I’m also on a chronic medication and so I 
tell myself, training is nice for me. I can go out and 
show the people outside how to manage [their] 
chronic medicine. I can teach them, you must do 
that to control your illness. (CHW328_006)
Administrators of the organizations expressed the 
same feelings that despite their own familial strug-
gles, CHWs continue to participate in activities that 
enhance their skills to help others. One of the direc-
tors articulated,
I mean, they(CHWs) have to walk far distances in 
the sun and in the rain, and that’s why I’m so proud 
of them that they do it [training program] without 
moaning and groaning about it. (DIR328_003)
Skills Gained From Training
Most CHWs who took the training shared their per-
ceptions on how the training had empowered them to 
take action toward improving their own health, the 
health of clients, and community members. Reports 
from CHWs focused on goal setting and action plan-
ning, and self-awareness and confidence.
Goal Setting and Action Planning. During training 
CHWs made short-term action plans that involved a 
TaBle 2
Health characteristics of Participants
Characteristic (n = 20*) n (%)
In the past week, how often has your health  
interfered with your work life?
 Always 5 (25)
 Usually 4 (20)
 Sometimes 10 (50)
 Rarely/never 1 (5)
In the past week, how often has your health  
interfered with your personal life?
 Always 9 (45)
 Usually 5 (25)
 Sometimes 6 (30)
 Rarely/never 0 (0)
Did you have any difficulties with your  
daily activities because of your health  
in the past week?
 Always 9 (45)
 Usually 0 (0)
 Sometimes 10 (50)
 Rarely/never 1 (5)
In general, how would you say your health  
has been in the past week?
 Excellent 3 (15)
 Very good 1 (5)
 Good 14 (70)
 Fair/Poor 2 (10)
an = 20 includes the male community health worker who did not 
interview. However he participated in the training and completed 
the demographic survey.
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period of 1 or 2 weeks and had behavior change spe-
cific goals. While several participants initially strug-
gled with developing realistic action plans, during 
the course of the training they demonstrated a clear 
understanding of the importance of attainable goals. 
Participants developed action plans they were confi-
dent they could accomplish (confidence rating of at 
least 8 out of 10).
My goal was to smoke a lot less. In the past I 
smoked, for instance, 12 to 13 cigarettes per day. So 
I set my goal for 10 per day for the first month. And 
when we checked in with the ACT Heathy facilita-
tor last week I made it. (CHW330_003)
Self-Awareness and Confidence. CHWs reported that 
the training helped them feel comfortable sharing per-
sonal experiences with other CHWs, which in turn 
helped them to discover more about themselves and 
increased their self-confidence. For some CHWs the 
supportive climate and social awareness environment 
created during training gave them the confidence to 
encourage clients or other community members to 
make healthy choices.
I’m much more relaxed. I can handle situations bet-
ter, in the home and in my workplace . . . because 
I actually understand how to handle my emotions 
because I think that was one of the huge things I’ve 
worked on (since training). (CHW329_004)
Perceived Health Behavior Impact
There was consensus that Act Healthy training had 
not only given participants new skills in goal setting 
and action planning but had also improved their self-
efficacy through implementation of action plans and 
establishment of peer support for new behavior main-
tenance.
Solution Implementation. Most participants explained 
how Act Healthy had helped them implement solutions 
to their individual and family challenges.
[Since the training], instead of sugar over the por-
ridge I’m taking some fruit over the porridge, like 
cooking apples and put that in . . . I was drinking 
five spoons of sugar in a cup of coffee, and I went 
down from five to three. (CHW328_004)
Peer Support for New Behavior Sustenance. Data anal-
ysis revealed awareness among CHWs of the fact that 
they needed support to sustain any new behavior. Many 
acknowledged that they had set many behavior change 
goals in the past and not achieved them: “I set a goal but 
I never reach it. Why? You keep on being busy . . . you 
don’t have time for yourself to do it.” (CHW329_001). 
CHWs suggested that peer support and social persua-
sion were critical for sustaining behavior changes.
Maybe come together, once a month or maybe once 
quarterly . . . to motivate each other again, to talk 
about what we have achieved till then. Because we 
set for ourselves goals it’s nicer to talk with others 
about it, what you have achieved . . . that will moti-
vate you more. (CHW328_007)
The idea of moral support was also echoed by adminis-
trators.
What she (the trainer) was able to do, was get them 
to talk in a group about what mattered to them and, 
and they really responded to her and to the space 
that she was creating. It’s a wonderful thing to have 
space where you are important and, and you’re 
given the chance to talk about your feelings. 
Because it’s a very small community everybody 
knows everybody else and everybody else’s prob-
lems. (DIR327_005)
The Director noted a common challenge of small rural 
communities, especially when dealing with group set-
tings where personal information is shared. In small 
rural communities individuals tend to know each 
other more closely, and some people are less moti-
vated to participate in events in which they discuss 
personal matters.
>>dIScuSSIon
This study explored motivation to participate in SM 
training among CHWs, skills gained and how those 
skills affect health behavior. While this study was con-
ducted in a particular context of rural South Africa, it 
is similar to other studies in that it validates a range of 
barriers that other CHWs face in performing their roles 
(Baptistini & Figueiredo, 2014; Saprii et al., 2015). For 
example, poor spousal relations and unsupportive 
comments or insults from community members impact 
not only the individual CHWs’ ability to focus on their 
own health and that of others but also the organiza-
tional capacity to improve health outcomes in rural 
communities.
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In low- and middle-income countries, rural CHWs 
tend to be low-skilled, and of lower SES (Redick & Dini, 
2014), which in turn can strain familial, workplace and 
community relations, and SM training programs like Act 
Healthy that can enhance self-efficacy and collaborative 
processes among participants may help promote positive 
health behaviors. The Act Healthy training provided 
opportunity for CHWs to develop and implement behav-
ior change action plans. Skills mastery occurred by 
encouraging participants to select incremental, realistic 
action steps. Participants specified what, when, where 
and how much or how long they would participate in 
their chosen behavior (Schopp et al., 2015).
While studies on CHWs have demonstrated that 
CHWs have an unusually deep understanding of the 
communities they serve (Brownstein et  al., 2005; 
McCord, Liu, & Singh, 2013; Norris et  al., 2006), we 
further noted that in small rural communities this in-
depth knowledge about the community may serve as a 
double edged sword for CHWs. On one hand, it may 
enable CHWs to be effective in facilitating access to 
services and improve the quality and cultural compe-
tence of service delivery (Brownstein et al., 2005). On 
the other hand, the close relationships may imply that 
CHWs live an open book life where what happens at 
family level is known at community level. This expo-
sure may affect their effectiveness in areas such as 
outreach, community education, informal counseling, 
social support, and advocacy. When in an abusive rela-
tionship or when dealing with a financial hardship, 
many CHWs do not voluntarily disclose to coworkers 
or other community members. The decision to disclose 
and seek help is often complicated by strongly held 
religious beliefs (Feyen, 1989), familial and cultural 
barriers (Browne, 1997) and lack of appropriate social 
and health services (Cantin & Rinfret-Raynor, 1993; 
Davis, Hagen, & Early, 1994; Tan, Basta, Sullivan, & 
Davidson, 1995). Furthermore, in small communities 
where “personal business is everyone’s business,” 
admission to familial abuse may result in disrespect 
from clients and community members. This puts CHWs 
in situations in which they have to present a false 
“happy and content” image of themselves, while in 
reality they may be depressed or entertaining suicidal 
thoughts. Assisting women in resource-limited com-
munities to gain confidence in decision-making abili-
ties can only happen if their wishes and decisions are 
respected (Garcia-Moreno, 2002). SM health interven-
tions must focus on empowering CHWs to take control 
of their own health and social behaviors.
Data also suggest that CHWs are motivated to par-
ticipate in training by a desire to become better 
resources for their communities. In many settings 
workers are motivated to train by the desire for vertical 
promotion. Yet for this set of CHWs, acquisition of 
skills to better serve others was their primary goal. This 
culturally based mind-set is particularly common in 
South Africa, where the interdependence between 
individuals and communities is acknowledged and 
practiced. This “Ubuntu” or interdependence perspec-
tive was also exhibited when study participants empha-
sized the need for peer support to ensure that all of the 
CHWs would be successful with their action plans. 
This sense of openness and togetherness is fertile 
ground for the success of SM training in particular and 
CHW programs in general.
>>concluSIon
Behavioral activities such as specific goal setting 
and implementation have been shown to be preventive 
measures in promoting health. In the context of rural 
South Africa, Act Healthy training addressed CHWs 
health behavior from a prevention perspective. It pro-
vided skills that supported individuals to define a goal, 
develop an action plan to address health goals, and 
build skill and confidence in managing personal health 
needs to meet that goal. Given the increased deploy-
ment of CHWs in rural communities, it is important, 
now more than ever, to develop training programs for 
CHWs, including those that develop standardized SM 
competencies, and tools to evaluate those competen-
cies. These competencies would provide consistent 
standards for all CHWs across settings and ensure that 
the appropriate content is delivered and taught, allow-
ing for the development of a sustainable and effective 
workforce (Aponte, 2015). Better workforce perfor-
mance is positively associated with higher job satisfac-
tion and training, particularly SM training, may have 
potential to increase job satisfaction as CHWs gain 
skills to understand how their own physical and men-
tal health is related to their service delivery.
Rural CHWs provide community case management 
for a variety of health conditions and behaviors (diabe-
tes, injuries, smoking, diarrhea, malaria, and malnutri-
tion). Continued education on specific health conditions 
as well as on self-management concepts may help them 
progress toward better health for themselves and their 
clients.
One limitation of the study is that the study con-
ducted only posttraining interviews. Thus the study 
lacked the pretesting of participants to develop a base-
line of motivation to participate in SM training. Another 
limitation is that participants were mostly female, 
rural, and vulnerable CHWs, which limits generaliza-
bility to other rural and nonrural nonvulnerable CHWs. 
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Additionally, some of the participants were not fluent 
with English and that could have caused a communica-
tion barrier, which limited what CHWs wanted to con-
vey in interviews. Future studies aimed at implementing 
culturally congruent interventions that address skill 
gaps experienced by CHWs should include pretraining 
interviews with key stakeholders such as CHWs and 
their clients, employers, clinic administrators, and 
faith leaders. This broader approach will enrich under-
standing of the interconnected factors that affect CHW 
health, and inspire new approaches for CHWs to moti-
vate their clients toward health behavior change.
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